The incised wound was sewn up and a counter opening made for drainage of the cavity in the suprascapular region. Suppuration followed in places, but the final result was good. CASE 5.-Incised wound 4 inches long across right cheek ; smaller wound of right ear. Punctured wounds in front of right shoulder extending to axilla, and behind left shoulder extending to suprascapular fossa. Numerous superficial "splash" shell wounds over both arms, chest, abdomen, and legs. Compound comminuted fracture of proximal phalanx of left second toe. Many small angular pieces of shell were removed from the various wounds. Secondary haemorrhage occurred about 12 days later from the suprascapular wound which was opened up ; an ulcer was found in the wall of the suprascapular artery, giving rise to free haemorrhage. The artery was tied and the patient rapidly recovered. CASE 6.-Shell wound in right lumbar region, 2 inches by inch. A probe passed upwards and inwards for 1 & f r a c 1 2 ; inches. H&aelig;maturia followed and lasted for 14 days. Shell could not be seen by X rays. Recovery. CASE 7.-Oblique fracture of right femur in lower third ; compound from a small punctured wound. Another punctured wound in the upper third of the thigh. Extension
and Liston's splint used. Six weeks later a hasmatoma was noticed on posterior aspect of thigh ; this was opened and found to be suppurating in its deeper part and a large piece of shell with serge clothing removed. Union incomplete on leaving hospital. CASE 8.-Numerous punctured superficial wounds of scalp, face, arms, abdomen, and back. Deep punctured wound left great trochanter and left great toe, both containing shell. A large lacerated wound was found over upper lumbar vertebrse; this was opened up, and great comminution of the spinous processes and lamin&aelig; of the upper three lumbar vertebras was found.
Loose pieces of bone were removed and free drainage given ; the spinal dura mater had not been punctured and no symptoms of pressure on the cord were present. Temporary retention of urine, followed by slight incontinence, rapidly disappeared. CASE 9.-Incised wound 4 inches long on left side of chest. exposing costal cartilages ; also large superficial shell burn on right chest and incised wound of forehead. The incised wounds were cleaned and sewn up. Compound comminuted fracture of right tibia with large anterior lacerated wound ; the tibia was broken into small fragments for 2 inches and the muscles of the anterior group were much lacerated. Loose fragments were removed and the wound cleaned up and partly sewn ; progressing well, although still some sloughing of superficial muscles and fasciae. AN apology is hardly needed for describing a series of cases of pyloric obstruction in infants. Although many cases have been described in late years by clinicians of experience there is as yet no settled plan of treatment. Further, certain clinicians whose views on the subject seemed to be established now show signs of modifying their views and even of changing them entirely. It is evident, then, that the subject has not yet ceased to be a suitable one for discussion and exchange of opinions. I do not propose to discuss the pathology and etiology of this condition but merely to describe briefly a series of cases in the hope that the description will justify certain inferences and add to our general knowledge of the subject. It is said that the condition is more common in males, that the symptoms commonly begin in the second month, and that it is characterised by forcible vomiting, visible gastric peristalsis, wasting, constipation, and the presence of a palpable pyloric tumour. With regard to the last sign I am rather sceptical. I have felt a hard cylindrical tumour in certain cases, especially during gastric peristalsis. But it is impossible to palpate deeply in many cases, and in some cases of wasting with a. lax abdominal wall I have felt a similar tumour. I regard the palpability of the pylorus rather as a. sign of wasting than of pyloric hypertrophy. CASE 1.-The patient was a female, aged 18 weeks. There were present vomiting, wasting, constipation for four weeks, and peristalsis was seen occasionally. The patient was treated by gastric lavage twice a day and later on alternate days. She lost weight for two weeks and then improved in all ways, gaining 7 oz. in 24 days. All was going well when the child, who came of an epileptic stock, had a series of fits and died in three hours.
At the post-mortem examination the capacity of the stomach was found to be enlarged. The stomach wall was hypertrophied and the pyloric aperture was narrowed so that nothing larger than a probe could be passed easily. Mucous membrane in linear folds.
Muscle of pylorus greatly thickened so as to form a hard resistant ring occluding the pylorus.
In the above case the age of this patient was a remarkable feature. Another point of interest was that although the pylorus was almost occluded post mortem it had been possible for the patient to put on weight. CASE 2.--A male, aged 4 weeks. Vomiting, wasting; constipation coming on gradually for 10 days ; visible peristalsis. Treated by gastric lavage and pancreatised milk. Gained 3 oz. in four days. Then diarrhcea, set in and the patient became collapsed and died rapidly.
The post-mortem examination revealed hypertrophy of the pyloric muscle, causing narrowing of the lumen. CASE 3.-A female, aged 9 months. Sudden illness with vomiting, Brought to hospital next day in a collapsed state. Very violent gastric peristalsis visible. Death in a few hours.
Post mortem a hard piece of meat was found plugging up the pylorus. This case is quoted to show that visible gastric peristalsis can occur very soon after the pylorus is obstructed. CASE 4.-A male, aged 8 weeks. Had been ailing for three weeks with obstinate vomiting. He had improved and had gained weight for a time under small doses of tincture of opium and feeding with dry feeds of virol. The stomach had not been washed out. The patient began to " go down hill " and vomiting set in again. He was treated with gastric lavage and pancreatised milk. He improved for 24 hours as regarded vomiting, but it became worse again, causing sudden collapse and death two days after he was first seen. CASE 5.-A male, aged 5 weeks. Vomiting, constipation, wasting, peristalsis. Treated with lavage and pancreatised milk.
Improved steadily from the start. In two weeks increasing feeds of citrated milk were used to substitute pancreatised milk. Though visible peristalsis continued the improvement was maintained and the patient left the hospital in seven weeks. When seen some months later he was in good health. CASE 6.-A female, aged 10 weeks. Similar condition to Case 5. In hospital seven weeks. Treatment and progress similar to Case 5. When seen later was in good health. CASE 7.-A female, aged 14 weeks. Wasting, forcible vomiting, constipation, very violent peristalsis. Treated by gastric lavage and pancreatised milk to which albulactin was added later.
Lost weight for the first four weeks and then gained steadily. The weights in October were 7 lb. 7 oz., 6 lb. 14 oz., 7 lb. 1 oz., and 7 lb. 2 oz. ; in November 7 Ib. 1 oz., 7 lb. 3 oz., 7 lb. 7 oz., and 7 lb. 13 oz. ;
in December 8 lb. 1 oz., 8 lb. 4 oz., 8 lb. 8 oz., and 81b. 14 oz. ;
in January 9 lb. 10 oz., 10 lb. 4 oz., and 11 lb. 6 oz. Lavage was gradually omitted ; citrated milk feeds were gradually used to replace pancreatised milk. When seen at the age of 2 years the patient,was a healthy, strong, well-developed child, never having any gastric trouble. Progress was at first in the wrong direction, 1 lb. in weight being lost in the first month. After the first month there was a steady gain in weight. Weights : July, 8 lb. 8 oz. ; August, 7 lb. 9 oz. ; September, 8 lb. 7 oz. ;
October, 81b. 13 oz. ; November, 10 lb. 1 oz. ; December, 11 lb. 1 oz. ; January. 121b. 5 oz. ; February, 14 lb. 10 oz. Reported two years later to be in good health. CASE 10.-A female, aged 16 days. Still under observation at the age of 5 months. This patient has been the most troublesome of all. Her weight on admission was 5 lb., and at the age of 5 months 8 lb. 5 oz. For five weeks weight was gradually lost until the condition seemed desperate. Then an ounce was gained and a gradual gain took place with periods of slight loss or stationary weight. The child d now in a satisfactory condition and is developing steadily. This patient is the youngest of the series. At first peristalsis was seen occasionally; it is still seen after feeding.
In examining the above series it will be seen that one case (Case 3) is not a case of pyloric stenosis but of obstruction of the pylorus by a foreign body.
Of the remaining nine cases the following points ,may be noted :-Sex.-There are 5 females and 4 males.
Age.-The males are younger than the females, except in one instance. The earliest age was in a female, 16 days; the greatest age was in a female, 18 weeks; but the average age is younger in the male,
ResUlt.-Of the 3 fatal cases, 2 were males and 1 female. One patient died from fits, another from diarrhoea, and a third was in a very bad way and died within 48 hours of first being seen. Of the 6 who recovered 5 have become perfectly normal children and have been kept under observation since. In some cases recovery was straightforward and rapid ; in others the struggle for improvement was desperate, and only after many vicissitudes did the patient come out of it alive. The remaining one is Case 10, who is still under observation.
Physical signs.-l. Vomiting. This is one of the most characteristic features of the condition. It is sudden and forceful. The stomach contents are shot a long way, sometimes even out of the cot. 2. Wasting and constipation require no comment. .3. Peristalsis is a variable sign. It is sometimes very definite as in Cases 7 and 8. In other cases -e.g., Cases 1 and 9-it is only seen occasionally. In Case 1 there is no doubt about the pyloric stenosis as there was a post-mortem examination. It is perhaps unjustifiable to draw conclusions from a limited number of cases; but in these few cases it was noteworthy that if peristalsis was violent the treatment was much easier and progress steadier. In the cases in which peristalsis was not an outstanding feature the treatment was much more troublesome and the progress more ..uncertain.
Case 3 proves that visible peristalsis may occur without there being any hypertrophy of -the stomach. Peristalsis should be regarded as a ,sign of obstruction rather than of hypertrophy. Peristalsis of the stomach is frequently seen in young babies who have vomiting, colic, and constipation. I have records of many such cases seen in out-patients and treated satisfactorily by castor oil and eliminating milk curd from the diet for a few days. These cases may be regarded as instances of " pyloric spasm." Possibly if they were untreated a hypertrophic stenosis might follow. Who knows? 4. I have already expressed my opinion on the palpable pyloric tumours.
Treatrnent.-The medical treatment of these cases requires the greatest care and skill on the part of the nurse. I wish to record my great indebtedness to Sister Louise, of the Victoria Hospital, to whose devotion the six successfully treated patients owe their lives. Of those who died, Case 2 died when she was on her holiday, Cases 3 and 4 were not under her care, and Case 1 died from fits while gaining weight satisfactorily ; so that Sister Louise can claim that she has had 6 cases, all successful.
The medical treatment consists in (1) keeping the patient warm ; (2) washing out the stomach; and (3) feeding with predigested milk.
1. Keeping the patient warm seems easy, but with a very minute infant it is not so easy as it seems.
I have found that the most satisfactory way is to put the baby, all but the head, in a hot-air bath that can easily be rigged up in an ordinary cot. A fracture cradle is taken and draped with pieces of blanket. Inside it are hung an electric lamp and a thermometer. The air inside the cradle is thus warmed and kept warm.
2. Washing out the stomach requires little description. It can be done with the baby sitting up on the nurse's knee or lying down on one side. It may have to be done several times a day, but usually twice a day is often enough. After a week once a day is enough as a rule. My practice is to use warm tap-water, which is a moderately good solvent of mucus. Occasionally I use a solution of bicarbonate of soda or citrate of potash. I have given up the constant use of these solutions as a routine method, as I have found in several cases that, after a few days, there was a tendency to diarrhoea. If the child is too feeble to stand regular washings out warm water can be given to drink. A vomit will probably follow which may bring up some mucus.
3. Predigested milk will be for a long time the sole diet. I prefer liquor pancreaticus to other preparations for the purpose of digesting milk. The milk should at first be given a teaspoonful at a time every half hour. When this amount is tolerated the interval and quantity may be increased. When the patient is beginning to thrive I have found virol and albulactin useful as additional foods.
Drugs are occasionally useful. When there are much colicky writhing and abdominal tenderness I give tinct. opii 111. t or chlorodyne m i. three times a day for two or three days. I have tried belladonna, but found it useless in this disease. The bowels have to be kept open. An occasional dose' of castor oil followed by grey powder will often be sufficient. Petroleum emulsion is also useful.
Phenolphthalein is perhaps the most satisfactory drug to use regularly.
The most vital question of all remains: Is this condition to be treated by the physician or the treatment throughout. At best surgical treatment shortens the duration of the illness, and as time is valuable there is much to be said for operation. On the other hand, risks are great in surgical treatment and results vary in a most startling fashion with different surgeons. I trust that I may say without giving offence that there are comparatively few surgeons in whose hands operative treatment is not attended by very grave risks. Personally, I am trying to keep an open mind with regard to treatment and am endeavouring to find some definite indication which will direct the line of treatment.
In some of the cases in this series the patients have been sent to me by surgeons as they were too ill to stand an operation. In some the condition seemed desperate, but they eventually recovered. I think then that in the very bad cases medical treatment only can be recommended. When such patients begin to improve and are strong enough to stand an operation a surgeon might give his opinion once more. But it seems too like tempting providence to interfere with a treatment that is satisfactory. If the condition remains stationary for long or begins to decline after an initial improvement a surgeon should certainly be called in. If a child is seen in the early days of the disease and the diagnosis is definite I should recommend surgical treatment provided that the child has plenty of strength. But unfortunately such children do not come under observation in the early days, a remark especially true of hospital practice.
In conclusion, I would summarise thus: 1. Some cases can only be treated by the physician. 2. Some cases would be better treated by the surgeon; but whether they are or not, medical treatment will be necessary. 3. Whether the treatment is medical or surgical, neither will be effective without the care of a specially skilled nurse. I. Pangosis as to Cure. ONE of the greatest embarrassments of the surgeon in dealing with cancer of the tongue is the difficulty of making reasonably sure in any given case as to whether a satisfactory result of treatment is or is not to be expected. It commonly happens that in a case which the surgeon is inclined to regard as favourable the tumour proves to be desperately malignant and recurs after an extensive excision, and it occasionally happens, though unfortunately less often, that a very serious looking case proves to be unexpectedly favourable. Mistakes in prognosis of the most painful kind are thus, if the surgeon is betrayed into giving an opinion, extremely likely to occur. Moreover, this capriciousness in the behaviour of cancer of the tongue is apt to discourage systematic and thorough methods of operation, for the surgeon is tempted to believe at times that his most careful extirpations are as likely to be followed by recurrence as the less scientific procedures of an earlier time. Most surgeons of any considerable experience in the disease must, for example, occasionally have had to do with a patient who, after the primary growth has been successfully removed, has refused to submit to the gland dissection in spite of all warnings, and yet has remained permanently free from further trouble. Such experiences cannot fail to be disturbing, especially if one remembers at the same time the cases in which extensive gland operations have totally failed in their purpose. Not only, however, are the results of clinical work inconsistent with one another, but they are also, at any rate ostensibly, irreconcilable with pathological findings. It has been conclusively shown by Cheatle in his histological studies that in many cases of cancer of the tongue, not necessarily of an advanced type, cancer cells can be demonstrated throughout the tongue muscles as far as their origin from the hyoid bone. And yet it has been demonstrated equally conclusively in actual practice that many operations which fall far short of removing the tongue muscles down to the hyoid are perfectly satisfactory in preventing local recurrence.
It is true that in some such cases no doubt a true local recurrence in the muscles close to the hyoid bone has been mistaken for a glandular recurrence. With all due allowance for this fallacy, however, it remains the fact that those who have practised an operation which makes no pretence to attain complete removal of the muscles (Whitehead, Butlin) have been able to show results which are, to say the least, not grossly inferior to those of surgeons who regularly use a much more extensive procedure. , It seems to me that these difficulties of prognosis are very well worthy of discussion. It cannot be supposed that cancer of the tongue is inherently capricious in a way that must remain incapable of analysis, or that between two apparently similar cases, one of which defies an extensive operation while the other yields to a comparatively trivial one, there is no real and discernible difference of type. Apart from its theoretical interest the question is of considerable practical importance, for there can be no doubt that one of the reasons why the public still to a considerable extent refuses to submit to really early treatment of cancer of the tongue is the inability of the surgeon to give in any case, however early, a reasonably certain assurance that a cure will be attained.
The " Superficial " Stage of Epithelioma.
The majority of epitheliomata pass through a period in their early stages-lasting, perhaps, for about three months on an average-when the growth is strictly localised and unaccompanied by any infiltration of the tissues beyond its clearly palpable margin. The tumour then feels like a hard disc superficially embedded in the tongue and projecting above its surface. The amount of projection is considerable in proportion to the bulk which lies below the general surface. The tumour feels hard, and owing to the absence of surrounding infiltration the contrast between its consistence and that of the adjacent tongue is very abrupt.
The size of the tumour may be considerable, and yet these characters be retained. Large tumours of this type always project markedly in a cauliflowerlike mass.
A growth in this superficial period if removed with a margin of palpably healthy tissue 2 to inch wide is practically certain not to recur. If therefore the characters just given can be clearly made out and an adequate operation is done the surgeon is justified in giving a very definitely favourable prognosis as to local recurrence. I have never seen such a case in which after a suitable operation local recurrence took place. R 2
